I then found on bringing the bowel up into the wound that there was a small carcinomatous growth on the site of the stricture. It was not possible to remove the whole of the lower segment of bowel so I resected about 6 in. of it containing the growth and brought the end of the lower segment out of the lower end of the incision. There were no signs of diseased glands or secondary growth anywhere.
On examining the portion removed, it showed a small growth causing an almost complete stricture situated just below the colostomy opening and about 10 in. above the position of the original growth removed five years before.
It seems to be impossible to consider this as a recurrence of the original growth as it was quite 10 in. above the position of the original growth and there were no glands or signs of recurrence elsewhere, either in the blind portion or in the abdominal cavity. I regard it as a second primary growth occurring in the same individual. Such cases are rare, but are occasionally met with. Some years ago I operated on an elderly lady and removed an epithelioma of the anus. Three years later she returned to see me with a duct carcinoma of the breast and her breast was removed. She is still alive, five years later, and has no signs of recurrence of either of the growths.
I have also on three occasions seen two growths present in the same patient, one in the colon and one in the rectum. In these latter cases it is probable that the upper growth has been the primary focus and the lower growth is autogenous. No such explanation, however, will fit the case here described and one can only conclude that it was a primary growth on both occasions.
Adenomyoma of the Uterus invading the Rectovaginal
Septum and the Pelvic Colon.' By W. ERNEST MILES, F.R.C.S.
THE ordinary fibromyoma of the uterus is comparatively innocuous, and, except when giving rise to excessive bleeding or from its bulk causing pressure symptoms, occasions very little trouble. It may become adherent to neighbouring structures such as intestine or omentum but never invades them. A peculiar tumour, however, closely resembling in external appearance the fibromyoma but differing from it histologically by being composed of epithelial glandular elements iD addition to smooth muscle and fibrous tissue, has for some years past been known to occur in the uterus. This neoplasm, termed adenomyoma, derives its importance from the fact that it is apt to adhere to adjacent structures and then invade them progressively. Adenomyomata usually occur as ill-defined non-capsulated growths in the uterine wall and may attain considerable size from cystic transformation of the epithelial glandular elements. In many instances, however, the adenomyomatous deposit takes the form of a diffuse infiltration of the uterine wall, the organ becoming thereby enlarged but otherwise preserving its natural shape. Microscopically, the growth consists of a ground substance of bundles of unstriped muscular tissue intermixed with fibrous tissue in which are imbedded epithelial glandular tubules closely resembling normal uterine glands. Scattered throughout the ground substance of muscular and fibrous tissue are gland-like spaces varying considerably in diameter. These are lined by a single layer of epithelium, which in the smaller glands is cylindrical in character. The large spaces, which are dilated glands, are lined by a cuboidal or by a flattened epithelium according to the degree of tension within the cyst. Each of the glands is surrounded by a mass of cells having oval vesicular nuclei which are identical with those found in the endometrial stroma. The origin of the epithelial glandular elements, which closely resemble the uterine glands in structure, has been the subject of much controversy. Some, von Recklinghausen for instance, hold that they arise in connexion with remains of the Wolffian body. Others believe that they originate from remains of the Miillerian duct. Others, again, notably Iwanoff, trace them to ingrowing processes of epithelium derived from the serous coat of the tumour (the serosal theory). Cullen, a recognized authority on adenomyoma uteri, considers that the majority of these uterine tumours are derived from the endometrium; but owing to the fact that identical tumours have been found in various parts of the pelvic structures apart from the uterus, he does not accept the endometrial origin in every case. Archibald Leitch, however, believes that they are always derived from the uterine glands and advances a reasonable explanation of the extra-uterine tumours. He considers that when the uterine glands begin to invade the uterine wall, they continue to do so through continuity of tissue; and explains the occurrence of detached foci by the breaking of the connecting chains by muscular contraction in attempts to extrude the growth from the uterus. He has observed that the gland tubules invade the muscular wall by insinuating themselves along the clefts existing between the muscular fasciculi, and concludes that, when the distal portion of a tubule becomes broken off during muscular contraction, the part of the gland so detached continues to exist and to grow as a separate focus. The gland tubules then worm their way through adjacent tissue and may implicate structures either anatomically, pathologically or temporarily attached to the uterus (Leitch's migratory theory).
Whatever be the source of the glandular elements in these tumours, without doubt the power of invading adjacent structures is due to them. Adenomyomata have been found elsewhere than in the uterus, for example, in the tubes, the round ligament, the broad ligament, the ovarian ligament, the utero-sacral ligament, the ileum and the umbilicus. Without discussing these extra-uterine adenomyormata which belong to the domain of gyneecology, I will confine my remarks to those that may invade the rectum or the pelvic colon and are of proctological interest. Adenomyomatous infiltration of the rectogenital space and the rectovaginal septum is not uncommon. Cuthbert Lockyer has collected details of 'forty-seven cases from literature, and that list no doubt can be increased. As the infiltration usually involves the anterior wall of the rectum and produces a definite tumour in it, the differential diagnosis from other rectal neoplasms, particularly carcinoma, is important. Gross Pathology.-The growth, varying in size from a walnut to a hen's egg, is situated between the anterior wall of the recturm and the cervix uteri below the level of the peritoneal floor of Douglas's pouch. Usually hard in consistence, it may be partly cystic. The tumour has no definite outline. When large it encroaches upon the lumen of the vagina as well as upon that of the rectum. Per vaginam.-The posterior wall of the vagina at its upper part is bulged forwards by a hard fixed mass which also obliterates the posterior fornix. The mucosa is generally adherent but is seldom ulcerated. Ecchymoses ate not uncommonly found scattered over the surface of the growth.
Per recturm.-The lumen of the bowel is encroached upon by a growth in its anterior wall. When the infiltration has not extended beyond the muscular coat, the mucosa is freely movable over it; but when the submucosa has become implicated, the mucous membrane is adherent. E.ven in those cases in which the mucosa itself has. been invaded, ulceration seldom occurs, though a papillomatous condition may be produced which closely simulates the papilliform type of carcinoma of the rectum.
Histology.-Microscopically the growth, and the structures invaded by it, display the characteristic features of adenomyomatous tissue of the uterus. The neoplastic tissue, consisting of bundles of unstriped muscle, enclosing tubular glands surrounded by endometrial stroma, is found to extend through the whole thickness of the muscular walls of both vagina and rectum, into the submucosa or even into the mucosa itself. The invading tissue appears to displace rather than to destroy that of the part invaded.
Symptomatology.-Pain, which is deeply seated in the pelvis and is more or less constant, is practically the only symptom indicative of the presence of adenomyoma of the rectovaginal septum. Dyspareunia is not uncommonly complained of and defeecation is generally painful. These painful sensations are aggravated both during and after menstruation, an evidence that adenomyomatous deposits participate in the menstrual cycle and themselves menstruate. The ecchymoses so often seen on the vaginal surface of the tumour are also probably due to menstruation. Curiously, however, bleeding from the rectum is not a symptom of the disease although the growth itself is extremely vascular and bleeds profusely when incised.
DIiagnosis.-The hard indurated nature of the growth and the fact that it infiltrates the wall of the bowel creates a suspicion of malignancy. When the rectal mucosa is firmly adherent, and especially if a papillomatous condition of the surface has developed, the resemblance to a malignant growth is even more marked. The fact, however, that there is an absence of surface ulceration, that there is no bleeding apart from the co-existence of internal piles, and that the pain varies in intensity during the menstrual cycle, should serve to establish the diagnosis. In all doubtful cases a piece of the growth should be removed for microscopical examination. When this is done the piece should be taken from the vaginal portion of the tumour because adenomyomata bleed freely when incised and the bleeding is more readily controlled in this situation than in the ampulla of the rectum.
Treatment is entirely operative. All those who have operated upon these cases agree that the uterus, together with the upper third or even half of the vagina, must in all instances be removed. There can be no doubt as to the advisability of this, because the uterus is probably always the seat of adenomyomatous change and if this adenomyomatous tissue is left behind the process may invade other structures. There is much difference of opinion, however, as to the best way of dealing with the invaded portion of the rectal wall. Some state that it is unnecessary to interfere with this as it ceases to grow after removal of the rest of the growth and eventually disappears. This view has been entirely disproved by a case that has recently occurred in the practice of Dr. Herbert Williamson. An adenomyomatous tumour of the broad ligament, which was adherent to and had invaded the rectal wall, was removed by -a surgeon in India who dissected the tumour away from the rectum but left the part of the growth which involved the wall of the rectum behind. When the patient came under Dr. Williamson's observation about a year later there was a large growth as big as a walnut in the rectovaginal septum. Others excise the segment of the bowel in which the portion of its circumference is involved. Lockyer, in his case, after removing the uterus and the upper part of the vagina, excised a considerable portion of the whole circumference of the rectum and established a permanent colostomy. Yeomans, of New York, believing that the growth originated in and was confined to the rectal wall, removed the entire rectum and brought down the sigmoid and sutured it to the anus, but he left the uterus behind.
I agree that it is necessary to remove the uterus together with the upper part of the vagina in every case, because we have pathological, evidence that the disease starts from the uterine glands, whence the invasion proceeds downwards through the cervix and the posterior vaginal wall to the rectum. But it never appears necessary to carry out an extensive excision of the rectum because the growth is practically confined to the anterior wall of the bowel. That excision of the portion of the wall of the rectum actually involved is all that is needed in these cases is well illustrated by the following instance.
A lady, aged 34, with one child, was found to be suffering from a growth situated in the rectovaginal septum. The diagnosis of adenomyomatous infiltration was established by microscopical examination of a portion of the vaginal growth. On rectal examination a definite swelling was found to be situated in the anterior wall of the bowel at the level of the cervix uteri. The mucosa was intact but was closely adherent to the surface of the growth Operation, June, 1914: After opening the abdomen I tied both internal iliac arteries so as to ensure a bloodless field. The uterus was isolated as in the operation for panhysterectomy except that the tubes and ovaries were preserved. The upper part of the vagina was then freed from its connexions anteriorly and at the sides and divided. completely across, below the growth in the rectovaginal septum. The uterus and the upper part of the vagina, together with the involved area of the anterior wall of the rectum, were then removed by an elliptical' incision carried through the bowel wall.
The rent in the anterior wall of the rectum was closed by means of a triple row of sutures. The patient made an uninterrupted recovery and remains well after the lapse of eight years.
Examination of the uterus after removal showed that in contour it resembled a nornal but enlarged uterus. On section the uterine wall was found to be considerably thickened and divisible into two parts-an outer part resembling normal uterine muscle, and an inner presenting a coarsely striated appearance. The posterior wall of the vagina and the attached portion of the rectal wall were considerably thickened, and when examined microscopically were seen to be infiltrated, as far as the submucous tissue, by typical adenomyomatous tissue.
(II) ADENOMYOMA INVADING THE PELVIC COLON. This is apparently an extremely rare condition. So far as I have been able to ascertain only four examples of the kind have as yet been seen, one of which I have had the opportunity of observing. This case occurred in the practice of my colleague, Mr. Cecil Rowntree, who has kindly allowed me to give details of it. I was present when Mr. Rowntree opened an abdomen and found that the pelvic colon near the middle of the loop was adherent to the posterior surface of the uterus.
The part of the bowel which was adherent appeared to be constricted and puckered, thus closely resembling, in outward appearance, the whipcord type of carcinomatous growth which is so commonly met with in this situation. The appearances were those of a primary carcinoma of the pelvic colon secondarily invading the uterus, to which it had become adherent. Subsequqent examination, however, of the excised portion of the bowel revealed that the muscular as well as the submucous coats were infiltrated by adenomyomatous tissue. This case is an example of direct invasion of the pelvic colon by an adenomyomatous area in the uterine wall to which it had become attached. Extra-uterine adenomyomata sometimes invade the rectum as is shown by the case that came under Dr. Williamson's observation. In that case an adenomyoma, situated in the broad ligament, was adherent to and had involved the wall of the rectum. Two examples of extra-uterine adenomyomata have occurred in my own practice which, though they did not actually involve the pelvic colon at the time they were removed, would in all probability have done so within a short time. In one instance when performing abdominal hysterectomy I noticed that the left utero-sacral ligament. was considerably thickened. The thickening of the ligament extended backwards as far as the terminal portion of the pelvic colon but did not actually invade it. Microscopical examination of the thickened, ligament revealed the presence of adenomyomatous infiltration, and without doubt, had I opened the abdomen at a later period, the bowel would then have been implicated. In another case of abdominal hysterectomy I found an adenomyoma in the left broad ligament lying in contact with, but not involving, the bowel, though no, doubt eventually it would have done so.
Symptomatology.-The only symptoms of adenomyoma implicating the pelvic colon are pain in the left iliac region with menstrual exacerbations and signs of increasing obstruction in the lower bowel.
Diagnosis may be only possible after exploratory laparotomy and even then it may not be easy to decide whether the growth in the bowel is carcinomatous or not without removing a piece for microscopical examination. Treatment.-Local excision of the infiltrated part of the bowel is all that is necessary. Mr. Rowntree, in his case, was able to extirpate the-disease by removing a portion of the circumference of the gut. In more advanced cases. it may be necessary to resect the involved segment and then restore the continuity of the colon either by end-to-end or by lateral anastomosis.
There is ample evidence, then, that adenomyomata both of the rectum and of the pelvic colon occur with sufficient frequency to warrant their inclusion among the tumours that are met with in these localities; and, if only the possibility of their occurrence be borne in mind, many more examples of this. interesting type of tumour will be brought to light. By LIONEL NORBURY, F.R.C.S.
Case of Malignant
PATIENT, S. J., male, aged 43. Admitted St. Mark's Hospital, January 10, 1920. History of piles for several years; worse one year; bleeding and severe prolapse.
Examination: Internal hamorrhoids and a large fibrous polyp growing from right posterior wall of lower part of rectum.
